Poverty has a profoundly negative impact on parents -leading to increased irritability, depression, and explosive behavior, which in turn, has been demonstrated to be associated with harsher and more arbitrary discipline practices that are linked to behavioral and emotional problems among children (Elder et al., 1985; Conger et al., 2002; Bradley, Corwyn, McAdoo & Garcia-Coll, 2001 ). Sadly, whilst social economic disadvantage is related to a higher prevalence of mental health problems experienced during childhood, the use of services in this particular population does not show simultaneous increases (Mifsud & Rapee, 2005) . Research has generally concluded that there is poor service utilization by underprivileged populations and children with the poorest levels of functioning are the least likely to be seen for mental health problems (Buckner & Bassuk, 1997) .
Whilst SES is a known risk factor for mental health problems generally, there is a paucity of research investigating the level of risk for anxiety and depression in school aged children from lower SES disadvantaged communities. Investigating the role and impact of SES at a community level on anxiety and depression is of key significance in both the development of etiological models of anxiety and depression, and in the development of successful interventions targeting at-risk groups and communities. Exploring constructs that may play a role in the emergence and maintenance of these internalizing disorders, such as Anxiety, depression, self esteem across SES 7 community factors and SES, have ramifications in current procedural practices and policies corresponding to public health services, allocation of funding, and use of funding in local school communities.
This study explores the role of SES as a risk factor for anxiety and depression in child and youth school communities and examines whether the protective factor self-esteem is related to SES status and or emotional distress. Given the well documented gender differences within childhood anxiety disorders, such that girls generally report high anxious symptomataolgy (Herbert, 1994; Costello & Angold, 1995) , gender differences were also explored in this study across SES communities. Specifically, this study involved a community evaluation of self-reported anxiety and depression, as well as an examination of a known protective factor -self-esteem, across two distinct SES school communities -including low SES state schools and high SES independent schools within the greater Brisbane region, Australia. It was expected that the low SES schools would report higher levels of risk (anxiety and depression) and lower reported self-esteem compared to the high SES independent schools. Furthermore, it was expected that SES (low SES), gender (being female), and selfesteem (low) would be significant predictors of anxiety in school-aged children, while SES (low SES), anxiety (high) and self-esteem (low) would be significant predicators of depression in school-aged children.
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Method

Participants
The entire sample for the present study consisted of 878 children, with 458 male respondents and 410 female respondents. Participants overall aged between 8 to 12 years with a mean age of 10.58 years (SD =.94). Data from 3 low SES state schools were collected in the Beenleigh/Eagleby area of greater Brisbane. A total of 466 children were interviewed from low SES schools with children ranging in age from 8 to 12 years. The mean age of this sample was 10.52 (SD =1.16). Parents were fully informed of the study and given the opportunity to withdraw their child from the project if desired. Participation was 100% from the three schools selected to be involed. All classes were co-educational, with an approximately even number of boys to girls in each class. The three schools were selected based on a report from the Eagleby Vocational Education, Training and Employment Plan (Eagleby VETEP, 2001) identifying these schools as high need schools within a low SES community. The low SES areas were identified by the Queensland Development of Housing in conjunction with Queensland Government's agenda to improve social conditions and liveability of disadvantaged areas in Queensland. The Queensland Development of Housing used 2001 census data to identify low SES areas based on variables such as unemployment, education levels, housing tenure, lack of integrated transport, a critical gap in the service system (or lack of geographical access to services such as surgery or health centres, stores, etc) and lack of recreation facilities for youth. The end summary profiles derived for the low SES areas were highlighted by: low skilled populations (without qualifications, with less than 10 years of schooling, or high proportions in unskilled occupations); potentially vulnerable households (high proportions of one parent families, separated/ divorced persons, unemployed persons, people in public housing); young populations (high proportions of children aged under 15 years); and a high number of low-income households. Three schools in particular were identified by the Queensland Department of Housing as being representative of this low SES region and referred those schools into the current study.
Three private independent schools were used for the high SES sample, with a total of 412 children. The age in this sample ranged from 10 to 12 years and all the classes were coeducational, with an approximately even number of boys to girls. The mean age was 10.66 (SD = 0.56). These three schools were all within Brisbane metropolitan area, and according to the Eagleby VETEP (2001) the schools came from communities with on average, high household incomes, coupled with on average low unemployment rates across the community region. Parental informed consent was obtained from these high SES schools with participation rate above 98%. In addition to identifying SES based on community data ANOVA's between high SES and low SES schools on mother and father occupation levels indicated significant differences between the high and low SES schools on both mother F (1) = 340.79; p < 0.001, and father occupation levels F (1) = 164.46; p < 0.001, adding some validity to the SES grouping status. The average SES rating of mothers in low SES schools was 2.58 (SD = 1.84) indicative of student (rated 1) / domestic level (rated 2), whilst mothers in high SES schools were rated on average 4.95 (SD = 1.43) indicative of skilled / trade / clerical level occupation. For fathers, in low SES the average rating was 4.11 (SD = 1.62), indicative of unskilled worker (rated 4), whilst high SES fathers were rated on average 5.53 (SD = 1.18) suggesting on average an occupation of skilled, clerical, trade occupations (rated as 5) / semi-professional occupations (rated as 6).
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Measures
Self-Esteem Inventory (SEI).
The SEI (Coopersmith, 1967 ) is a 58-item self-report measure suitable for use with 8-to 15-year-olds, which assesses self-esteem across four domains: general self-esteem (e.g., "things usually don't bother me"); social self-esteem (e.g., "I'm popular with kids my own age"); home esteem (e.g., "my parents usually consider my feelings"); and school esteem (e.g., "I am proud of my school work"); and also includes a lie scale. Participants are requested to indicate whether each statement is "like me" (1) or "unlike me" (0), with higher scores indicating higher levels of self-esteem. The SEI has been demonstrated to have sound psychometric properties (Coopersmith, 1967 (Coopersmith, , 1989 with studies indicating convergent validity with similar measures, an internal consistency of 0.86 (Johnson, Redfield, Miller & Simpson, 1983) , and support for the initial factors (subscales)
proposed (Kokenes, 1978; Robertson & Miller, 1986) .. In this study, only the "social self/peers" (8 items) and "school/academic" (8 items) subscales were used, in order to limit the size of items in the questionnaire package.
Children's Depression Inventory (CDI).
The CDI (Kovacs, 1981 ) is the most commonly employed self-report measure of depressive symptomatology in children and adolescents, comprising of 27 items representing the cognitive, affective, and behavioural symptoms of depression. Each item lists three statements of varying severity, scored from "0" to "2", from which the child is instructed to choose that which best describes his or her current mood. The sum of all item scores yields the total CDI score. The CDI has demonstrated sound psychometric properties when used with children aged 7 to 17 years (e.g., Saylor, Finch, Spirito, & Bennett, 1984) , with the convergent validity of this measure evidenced by its utility for differentiating between clinically depressed and non-depressed children in both inpatient and non referred groups (Kovacs, 1985; Lobovitsz & Handal, 1985; Saylor et al., 1984) . In the present study, a cut-off score of 16, consistent with previous research, indicating clinical levels of depressive symptoms, is used to identify children "at risk" for depression (see Barrett et al., 2006) .
Revised Children's Manifest Anxiety Scale (RCMAS).
The RCMAS (Reynolds & Richmond, 1978 ) is a 37-item self-report questionnaire, consisting of 28 items assessing trait anxiety, and 9 items assessing social desirability. Children are instructed to identify whether each item is true or not true of them by selecting "yes" (1) or "no" (0). A total anxiety score is found by summing "yes" responses, with higher scores indicating more severe levels of anxiety. The RCMAS has been demonstrated to possess high internal consistency, moderate test-retest reliability (Reynolds & Richmond, 1985) , and good convergent validity (Muris et al., 2002; Reynolds, 1980) .
Spence Children's Anxiety Scale (SCAS).
The SCAS (Spence, 1997 ) is a 44-item self-report measure that was developed for assessing dimensions of child anxiety disorders in community samples. The SCAS consists of 38 items assessing specific anxiety symptoms, with 6 positive filler items included for the purpose of reducing negative response bias. In this study these 6 items were eliminated in order to reduce the size of the questionnaire package (at the schools request). The 38 anxiety items comprise subscales assessing obsessions and compulsions (6 items), separation anxiety (6 items), social phobia (6 items), panic, agoraphobia, generalised anxiety (6 items), and physical injury concerns (6 items). Children are requested to rate the frequency with which they experience each of the symptoms on a 4-point scale, from "never" (0), to "always" (3). A total anxiety score is found by summing the 38 anxiety items, with high scores indicating greater anxiety, with a maximum score of 114 (Spence, 1994) . The SCAS has been demonstrated to have high internal consistency, satisfactory test-retest reliability, and adequate convergent and divergent validity (Spence, 1998; Spence, Barrett, & Turner, 2003) . In the present study, a cut-off score of 42.48 was used to indicate children at high risk for anxiety. This cut-off was recommended by the author of the scale (Spence, 1997) , and has been used in previous research (Barrett et al., 2006; Barrett & Turner, 2001; .
Procedure
Parents from all schools were informed by a consent letter and were given the opportunity to attend a parent evening organised by the researchers. Children were assessed within classroom groups using self-report questionnaires. Assessments were completed by three research assistants, who were also assisted by at least one teacher per class. The assessment process was standardised, and all questionnaires were read out loud in front of the class by one of the research members. Children with reading or writing difficulties were given extra assistance by classroom teachers. In a few circumstances of children with significant learning difficulties, the questionnaires were completed individually, over a few sessions with a classroom teacher. The children sat separately from each other, so they wouldn't be able to look at each others answers, and were not permitted to discuss the questionnaires during assessment. Children were given standardised instructions at the beginning of the assessment and were instructed that the questions asked them about "their thoughts and feelings" and that there "were no right or wrong answers". Following completion of the questionnaires, children were given the opportunity to ask questions about the assessment and questionnaires.
Results
Differences in Anxiety, Depression and Self-Esteem across SES and Gender
To examine whether there were differences across SES groups on measures of anxiety, depression and self-esteem, univariate analysis of variance tests (ANOVA's) were conducted.
Given that studies generally report gender differences on measures of anxiety (i.e., Barrett et al., 2006; and depression (i.e., Clarke et al., 2001) two-way ANOVA's were conducted to explore the main effects of SES and gender, as well as possible interaction effects. Given there was variation in age across the samples, age was entered into the analyses as a covariate. Bonferroni corrections were used to control for inflated experimentwise error across comparisons. Table 1 displays the means and standard deviations across SES the measures RCMAS, SCAS, CDI, SEI social and SEI school. On the CDI there was a significant main effect for SES condition F (1) = 16.32; p < 0.01 with children in the low SES condition scoring significantly higher (M = 11.41; SD = 8.42) than children in the high SES condition (M = 8.98; SD = 7.68). There was no effect for gender or an interaction effect.
On the SEI social scale there was a significant main effect for SES F (1) = 739.87; p < 0.01 with children in the low SES condition scoring significantly lower (M = 5.58; SD = 1.84) than children in the high SES condition (M = 11.44; SD = 4.01). There was no effect of gender or an interaction effect. Likewise, on the SEI school scale there was a significant main effect for SES F (1) = 561.38; p < 0.01 with children in the low SES condition scoring significantly lower (M = 5.34; SD = 1.79) than children in the high SES condition (M = 10.29; SD = 3.87). There was no effect of gender or an interaction effect on this measure.
Exploration of Predictors for Anxiety and Depression
Bivariate correlations across all measures were conducted to explore the relationships between measures of anxiety and depression, with measures of risk (i.e., SES and gender) and potential protective factors (i.e., SEI social and SEI school). There were significant correlations (at 0.05 significance level) among all variables, except between gender and SES; CDI and gender; and RCMAS and SES. However, only significant correlations above 0.3 are mentioned here as anything below this cut-off is generally agreed to be inconsequential. SES was significantly (above 0.3) and negatively correlated with both scales of the SEI. Depression as measured by the CDI was significantly (above 0.3) and positively correlated with both measures of anxiety (RCMAS and SCAS) as well as negatively Anxiety, depression, self esteem across SES 15 correlated with both scales of the SEI. Anxiety, as measured by the RCMAS was significantly (above 0.3) and positively correlated with the SCAS. And on the SEI, both scales were significantly and positively correlated with each other, and were negatively correlated with SES, with the RCMAS and with the CDI. Table 2 presents the correlations among the variables.
------------------------------insert table 2 here ----------------------------
Given there were no a priori hypotheses regarding which predictors would be the best for predicting child anxiety and depression of those measured, stepwise regression analyses were conducted for both depression (CDI) and anxiety (SCAS), with all other variables included as IV's -that is, either alternate anxiety (SCAS) or depression (CDI) depending on the DV, SES, gender, SEI social and SEI school, to explore the predictive value of each variable on anxiety and depression variability. The SCAS was chosen as the best anxiety measure in this case given that it evidenced significant SES group differences in the ANOVA and given that it was significantly correlated with all variables. For the CDI, the best regression model was with the SCAS entered first, followed by SEI school, SEI social, SES and then gender, with all predictors significant and an adjusted R 2 of 0.51. For the SCAS, the best regression model was with the CDI entered first, followed by gender, SES and SEI school (SEI social was not included in the model as it did not account for any unique variance due to the high correlation with SEI school), with all predictors significant and an adjusted R 2 of 0.39. Table 3 presents the regression models for both CDI and SCAS. Table 3 here Table 4 here
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Examination of High-Risk Students across SES Conditions
Risk status in this study was defined as children scoring above the risk cut-off scores for either the CDI or SCAS (see measures section). Some children scored above the cut-off on both measures. The percentage of the sample at risk, across the SES schools, is presented in Table 4 . Chi-square tests revealed that there were significantly more children at risk within the low SES schools (based on either CDI or SCAS scores above the cut-off) with 37% at risk in low SES schools, compared to 25% at risk in high SES schools overall  2 (1, 785) = 11.70; p < 0.001. Across both SES schools there was little difference in the frequency of at risk students based on anxiety cut-offs alone, with 14% of children identified at high risk in the low SES schools, in comparison to 16% within the high SES schools. For depression, there were significantly more children identified as high risk in the low SES schools with 28% of this sample at risk, compared with 16% in the high SES schools  2 (1, 807) = 18.18; p < 0.001.
insert table 5 here ----------------------------
Discussion
Previous research has suggested a higher prevalence of mental health problems in low SES communities (McLeod & Shanahan, 1993; Curtis, et al., 2001 ). Based on these findings, it was hypothesized that children in low SES areas would report higher levels of anxiety and depression, and lower levels of self-esteem. Furthermore, it was hypothesized that SES would predict anxiety and depression. Based on past research investigating gender differences in anxiety and depression, it was hypothesized that gender would also predict anxiety but not depression, given the current sample's mean age was pre-pubertal.
In support of existing literature and the hypothesis of the current study, results confirmed that children in low SES communities displayed elevated levels of depression compared to those in high SES communities, and significantly lower levels of self-esteem across social and school domains. Normative data for the CDI indicated that mean depression scores for the low SES schools were within average range. Results further revealed significantly more children at risk (based on anxiety and depression scores) in low SES schools in comparison to high SES schools. There were significantly more children within the high-risk range (total score CDI > 16) in low SES schools compared to high SES schools for depression (but not anxiety), with more than 28% of the low SES sample scoring above the cut-off.
Contrary to expectations, children in the high SES school reported significantly higher anxiety than those in low SES schools. Inspection of Australian normative data (Spence, Anxiety, depression, self esteem across SES 18
2005) for this measure of anxiety, revealed that while children in the high SES school reported higher anxiety, the means were actually no higher than expected from a normal sample (normative sample aged 8-11 years M = 26.65, SD = 15.98 boys; M = 34.02, SD = 17.33 girls). Furthermore, the means from the low SES schools were not significantly low, falling within one standard deviation of the normative mean scores. There were no differences across high and low SES schools on the percentage of children within the highrisk range for anxiety. This finding, while not particularly clinically meaningful, may suggest that there are some other processes impacting on anxiety from within higher SES communities. It may be that higher parental expectations, higher parental income, and / or higher educational attainment, to name a few possibilities, may be associated with increased SES and may mediate an effect on children's experience of anxiety. These questions have yet to be studied in school-based research.
In terms of predicting self-reported depression -anxiety, SES, self-esteem and gender were all significant predictors, accounting for 51% of variance in depression scores. Anxiety was the strongest predictor accounting for 30% of unique variance, with school self-esteem accounting for 17 percent of variance. Social self-esteem and SES accounted for 2% of variance, and gender only 1% of variance. In terms of predicting self-reported anxietydepression, gender, SES, and self-esteem accounted for 40% of the variance in anxiety scores in that order. Depression accounted for 30% of unique variance, with gender accounting for 5% and SES accounting for 4% unique variance. These results confirm existing research suggesting a strong relationship between anxiety and depression in young people, as well as research demonstrating more robust gender differences for anxiety, as opposed to depression.
The effects of gender were examined in the analyses of variance, with gender differences evident on both measures of anxiety with females reporting significantly higher anxiety;
however, there were no gender differences for depression.
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The current study has a number of methodological strengths including the nature and size of the sample, which enabled the comparison of two distinct SES groups approximately matched for age and gender, increasing the generalisability of results. Additionally, psychometrically sound, well-established measures were employed in this study, along with adherence to standardisation of procedures. There are also a number of limitations to this research worthy of mention, including reliance on self-report data by children. This study This study identified differences in self-reported anxiety, depression and self-esteem across two distinct SES school communities. Results indicate that children in low SES, disadvantaged school communities may be at higher risk for depression, and report significantly lower self-esteem across domains of social and school esteem. Given that SES was a significant predictor of both anxiety and depression (albeit minimally contributing predictive value), it is likely that increased stressors (i.e., unemployment / lower income), limited resources, lower education, poorer utilization of services etc may contribute to increased distress and emotional disturbance in children and youth. There was some evidence that children in higher SES schools may experience higher anxiety levels -the underlying mechanisms for this is less well understood, and clearly warrants further investigation.
Further research into different SES school communities is critically important in terms of the development, focus of interventions and allocation of intervention resources in school prevention programming. Targeting protective factors associated with minimizing risk, as well as factors that increase risk, allow for the refinement of effective school-based prevention and early intervention programs. As mentioned previously, future studies investigating broader dimensions for protective and risk factors from the biological, psychological and social domains would provide more insight to how these may differ across SES and gender, in regards to anxiety and depression. Longitudinal and cohort studies would be useful in gaining more insight into how specific variables might impact childhood anxiety and depression, and shed more light on causal-directional relationships between such variables and mental health problems.
Anxiety and depression are a major problem for a vast number of children and youth.
Given that adult health based research has identified an increased risk for physical and mental health problems in lower SES communities; a more thorough understanding of the implications for children in these communities is warranted. To date there has been significant progress in school-based prevention work; yet sadly much of the published research to date has occurred almost exclusively in within average or high SES communities. The next step for ** significant at 0.01 level and r > 0.3; SEI = Self-Esteem Inventory (social=social self/peers; school=school/academic);
CDI=Children's Depression Inventory; RCMAS=Revised Children's Manifest Anxiety Scale; SCAS=Spence Children's Anxiety Scale Note: SEI = Self-Esteem Inventory (social=social self/peers; school=school/academic);
CDI=Children's Depression Inventory; RCMAS=Revised Children's Manifest Anxiety Scale; SCAS=Spence Children's Anxiety Scale.
Table 5
Percentage of sample at risk across SES and mean scores for risk group and by gender. 
